Clinical services for the early detection of individuals at clinical high risk of psychosis, such as Outreach and Support in South-London (OASIS), have been successful in providing psychological intervention and psychosocial support to young people experiencing emerging signs of serious mental disorders. Despite this, several studies have repeatedly shown that vocational and functional recovery in the clinical high risk for psychosis population is still low. This study aimed at evaluating the presence and nature of educational and employment focused interventions within the OASIS service, in order to inform research and clinical interventions aimed at supporting young people with early signs of psychosis on their path to vocational recovery. The specific objectives were to compare current practice i) to standards defined by the National Institute of Care Excellence guidelines; and ii) to principles defined by Individual Placement and Support (IPS). Nine standards of practice were derived. The OASIS caseload electronic records entered between January 2015 and January 2017 were manually screened. Data collected include sociodemographic, assessment of employment and educational status and support needs, interventions received, contacts with schools, employers and external vocational providers, employment, and educational status. Standards were considered as "met" if they were met for at least 90% of clients. Results suggest that, two out of nine standards were met while the remaining standards were only partially met. In particular, support provided was always focused on competitive employment and mainstream education and support was always based on people's interest. Implications for clinical and research practice are discussed.
InTRODUCTIOn
The first symptoms of psychosis typically emerge around late adolescence and early adulthood (1), a time during which a young person is devoting full-time to complete compulsory education or is about to enter the job market. At their first contact with early detection for psychosis services (EDP), many young people who meet criteria for being at ultra high risk of psychosis [UHR (2) ], more broadly termed as clinical high risk for psychosis [CHR-P, hereafter (3) ] are already falling out of education or are experiencing difficulties in finding or keeping an employment (4) . In fact, they display functional impairments of a level that is comparable to that of other established mental disorders (5) . Decline in social and occupational functioning often continues despite the regular contact with clinical services (4, 6, 7) and is a core predictive factors of poor clinical outcomes (8) . As a result of this, CHR-P individuals often either do not complete their studies or they do so without reaching their full potential (9) with consequent future difficulties in securing competitive employment (4) .
The rates of unemployment in CHR-P individuals at the time in which they first access EDP services are high. About one third of CHR-P individuals are unemployed or are not in education, and this figure is similar across different clinical services (4, (6) (7) (8) . When looking at the short to medium-term outcome, despite some differences across countries, rates of unemploymentexcluding students-range between 25 and 40% (4, 6, 7, 10) . This indicates that despite specialized treatment being offered early, the type of interventions currently available might not be effective in preventing or improving social and occupational functioning decline and it is in line with persistent symptoms and disability in a substantial proportion of these clients (11) .
To date, the evidence base for psychosocial interventions for CHR-P individuals mainly involves cognitive behavioral approaches or family intervention that aim at targeting symptoms reduction as opposed to overall social and occupational functioning (12). In line with this, several studies have repeatedly shown that vocational and functional recovery in CHR-P samples is still dramatically low (6, 8, 13, 14) and when low functioning is present at intake this is often predictive of worse long-term outcome (8, 10, 13, 15) . Thus, there is an urgent need for improving social and occupational functioning recovery in this population.
For young people with emerging psychosis employment and education are highly desired outcomes and are often prioritized over relationship, housing, and symptom reduction (16) . Despite this, young people with emerging psychosis are often at a disadvantage with regards to participating in education or employment which, amongst other factors, is also due to low expectations and fears of health care professionals (17, 18) .
The recent National Audit for Schizophrenia (19) highlighted substantial variations in service delivery of vocational support with over half of service users not having their vocational needs met. The "Early Intervention in Psychosis Access and Waiting Time Standards" (20) state that mental health services should assist CHR-P individuals to engage with employment, education or training. However, to date, there is no indication about which intervention should routinely be employed. To add further complexity to the picture, young CHR-P individuals are a clinically heterogeneous group and are therefore more likely to require individualized treatment (21, 22) .
IPS is the most successful evidence-based intervention developed to support individuals with severe mental illness gaining competitive employment (23) (24) (25) . This intervention has been tested with people with a first episode psychosis (26) (27) (28) and has recently been expanded to also target educational outcomes in the same population (27, 29) . However, to date, there are no randomized controlled trials investigating the benefits of vocational interventions within EDP services. Individualized interventions targeting education and/or employment, such as IPS, could significantly improve functioning, an area which has not been the primary focus of current CHR-P treatments (30) . Young people accessing EDP services could be the ideal target group for this intervention for at least three reasons: i) CHR-P individuals are young and likely to be in education or to be in the process of securing their first paid job; ii) compared to patients who have experienced a first episode of psychosis, CHR-P individuals are experiencing less severe cognitive and clinical symptoms (31), iii) IPS can address key risk factors, such as unemployment and low educational level, that impact their clinical outcomes (15) . In addition, some of the IPS principles, such as focusing on competitive as opposed to supported employment; attention to client preferences; benefit counseling (32) would likely already be in use in the EDP teams.
The aim of this study was therefore to evaluate the presence and quality of educational and employment focused interventions in Outreach and Support In South London (OASIS), a clinical service for CHR-P individuals within the South London and Maudsley (SLaM) NHS Foundation Trust (33) to inform clinical practice and future research in this area. The specific objectives were to compare current practice around the provision of education and employment support to i) standards defined by the National Institute of Care Excellence guidelines (34, 35) ; and ii) principles defined by IPS (24) .
METHODS
OASIS services are part of SLAM and currently cover four boroughs: Lambeth, Southwark, Croydon, and Lewisham. OASIS was established in 2001 and receive on average about 300 referrals each year, one third of each will eventually meet criteria for a CHR for psychosis state (33) . Data presented in this work were collected as part of a clinical audit which received approval from the Psychosis Clinical Academic Group in February 2018. Clinical electronic records for all clients who were accepted into the OASIS service between January 2015 and January 2017 were screened between March and November 2018. All clients meet criteria for an at risk mental state for psychosis as defined by the Comprehensive Assessment of an At Risk Mental State (2) . As NICE standards partially overlap with IPS principles, nine standards based on the NICE guidelines for adults (33) and children and young people (34) with psychosis and schizophrenia and on IPS principles were developed (see Table 1 and below). NICE guidelines are widely recognized for their high standard and the wide body of evidence they draw upon and they form the basis for many clinical audits (36) . Employment and education status at intake were collected by reviewing intake forms or/and care plans. At follow-up, these were collected by reviewing notes or/and discharge letters. In order to assess adherence to the nine standards, clinicians' notes, care plans, and outcome measurements were comprehensively screened by two experienced clinical researchers supervised by two senior clinicians. Clear evidence in clinical notes, correspondence, or care plan was necessary in order to code information, unclear evidence was conservatively considered as "not available information". Data were included if an individual had been under the care of OASIS for at least 6 months. Based on previous studies, a minimum of 6 months was deemed sufficient to allow vocational assessment and intervention (28, 29) . Anonymized data was analyzed using IBM SPSS version 24. Demographic data was analyzed using means and standard deviations for continuous data and frequencies for categorical data. As OASIS teams in Croydon and Lewisham were set up in 2014-2015 while those in Southwark and Lambeth were established in 2001, we also compared how the standards were met across all four OASIS SLaM boroughs (Lewisham, Croydon, Lambeth and Southwark) using χ2. 
Definition of Standards

Standard 2: Vocational Activities Feature in Care Plan
Standard 2 relates to the formal recording of vocational activities within the care plan and was based on a key recommendation within the NICE guidelines for adults (35) as stated in section 1.5.8.3 and within the NICE guidelines for children and adolescents (34) as stated in section 1.3.6. According to SLaM Care Programme Approach Policy, the care plan needs to be developed in collaboration with the service user. Therefore, the formal recording of vocational activities is a further indicator that these have been assessed and discussed with the client.
Standard 3: Clients Have Access to a Vocational Support Program
Standard 3 is based on the NICE guidelines (35), section 1.5.8.1, which recommend supported employment program, including support around educational activities. The NICE guidelines for children and adolescents (34) recommend support for young people to continue their education in section 1.3.4 or facilitate alternative input for people who are currently unable to attend mainstream schooling, as stated in section 1.3.9. As there was no vocational specialist within the OASIS teams during the period the audit took place, clients were not specifically referred to a vocational program within the team. Instead, support was often provided during discussions with psychologists and care coordinators or via referral to external program. For the purpose of the audit the definition of vocational support was kept broad and included any form of intervention aimed at supporting clients with their vocational goals and needs. Examples of support are writing supporting letters to educational institutions, longerterm psychological support aimed at managing, for example, anxiety in the work place.
Standard 4: Early Psychosis Services Liaise With Educational and Employment Providers
Standard 4 is based on the NICE guidelines (34) on psychosis and schizophrenia in children and young people, which recommend for early psychosis services to liaise with educational providers (section 1.1.5). It is also influenced by one of the IPS principles which requires the clinical team to liaise and build relationships with employers (32).
Standard 5: Early Psychosis Services Liaise With Local Stakeholders
Standard 5 is based on section 1.5.8.2 of the NICE guidelines (35) and section 1.8.14 of the NICE (34) which highlight the value of 
Standard 9: Benefits Counseling Is Provided
Standard 9 was included as it is a key principle within IPS (32) . In the UK, this would translate, for example, into giving advice on permitted work hours when in receipt of state benefits such as the Employment and Support Allowance, changes to housing benefits, if applicable, and accessing student loans and grants as well as grants for business start-ups.
Coding of Standards
Standards 1a, 1b, 1c, 1d, and 3 were coded as follows: "no, " "at initial assessment" (standard 1 only); "within 3 months"; "within 6 months"; "within 12 months"; "after 12 months. " Standard 2 was coded as follows: "yes"; "no"; "no care plan. " Standard 4 was coded as follows: "yes"; "no"; "not employed/not in education"; "employer/school/university already aware"; "client liaised with employer/school/university. " Standard 5 was coded as follows: "parents/relatives"; "external stakeholders"; "job centre"; "recovery college"; "other clinicians"; "multiple stakeholders"; "others"; "no stakeholders involved. " Standards 6, 7, and 9 were coded as follows: "yes"; "no"; "not applicable. " Standard 8 was coded as follows: "ongoing"; "none provided"; "termination of psychology sessions"; "discharge. " In order to classify a standard as "met, " this had to be met for at least 90% of the clients.
RESULTS
Socio-Demographic Characteristics of the Sample
Data on 109 CHR-P individuals were retrieved, 39 were excluded because discharge happened within the first 6 months. This resulted in a total of 70 individuals eligible to be included in this study. Sociodemographic characteristics are presented in Table 2 .
The mean age of the sample was 22.93 years (SD = 5.552, range 14-36), 30 individuals were females and 40 males. There were no significant differences in terms of age, gender, ethnicity across the four SLaM boroughs (see Table 2 ). Individuals were followed up for an average of 18.41 months (range 6-29). Employment and education status at baseline and at the last available follow-up are reported in Tables 3 and 4 . Data on standards are reported below and summarized in Table 5 . was considered as overall "met". For 56/70 clients (80%) standard 1 was met, therefore standard 1 was considered overall "not met" at the service level.
Adherence to Standards
Standard 2: Vocational Activities Feature in Care Plan
The care plan was not retrievable through the electronic recording system for 42.9% of the included CHR-P clients (= 30). Out of all retrievable care plans (= 40), 75% had vocational activities recorded. There were no significant differences across boroughs [χ2 (6, N = 70) = 9.564 p = .144]. Standard 2 was met for 42.9% of clients (= 30), therefore standard 2 was overall "not met" at the service level.
Standard 3: Clients Have Access to a Vocational Support Program
Retrievable data suggests that only 20% (= 14) of included CHR-P individuals did not receive a specific intervention aimed at supporting employment or educational needs. Of the remaining (= 56), 62.9% of clients received support within the first 3 months, 22.2% within the first 6 months, and 17.3 within 12 months or shortly after. There were no significant differences across boroughs [χ2 (12, N = 68) = 10.331 p = .587]. Standard 3 was considered as "met" if clients received support within the first 12 months. 51/70 clients (72%) received support within the first 12 months, therefore standard 3 was considered "not met" at the service level.
Standard 4: Early Psychosis Services Liaise With Educational and Employment Providers
In 36% (= 25) of cases OASIS services liaised with vocational providers while in 37% (= 26) they did not. The remaining percentages are explained by clients not being employed or in education (21.4%), the vocational provider already being aware of clients' difficulties (2.9%) or clients choosing to liaise with their employer/educational provider themselves (2.9%). There were no significant differences across boroughs [χ2 (12, N = 69) = 16.800 p = .157]. Standard 4 was considered as met if there was evidence that i) the service liaised with employer/education provider, ii) the employer/school/university was already aware, " or iii) the "client liaised with employer/school/university". Standard 4 was met for 29/70 clients (42%), therefore this standard was overall "not met" at the service level.
Standard 5: Early Psychosis Services Liaise With Local Stakeholders
Stakeholders involved to support clients with their vocational needs varied greatly. They included parents or relatives, employment or support programs, educational institutions, and job centers. Borough-specific external support services were involved in 27.1% of cases, job centers were involved in 2.9% of was met for all clients who received vocational support (100%), therefore it was considered as "met" at the service level.
Standard 7: Support Is Provided Based on People's Interest
Out of all clients who did receive vocational support (56/70; 80%), this was always in line with their individual interests. Standard 7 was met for all clients who received vocational support (100%), therefore it was considered "met" at the service level.
Standard 8: Support Is Time Unlimited
Out of the clients who did receive vocational support (80%), in 62% of cases vocational support was terminated due to discharge, in 15% of cases vocational support was still ongoing at the time of data collection, and in 22.6% of cases vocational support ended with the termination of psychology sessions. There were no significant differences across borough [χ2 (9, N = 69) = 5.051 p = .830]. Standard 8 was considered as met if there was evidence that i) support was ongoing, or ii) support ended when the client was discharged from the service. Standard 8 was met for 42/70 clients (60%), therefore it was considered as "not met" at service level.
Standard 9: Benefits Counseling Is Provided
For 43% of included clients (= 30) this standard did not apply as clients were either financially supported by their parents, in full-time employment or not legally allowed to work and access benefits in the UK. Of the remaining, 50% (= 20) received benefits counseling and/or support in accessing financial means to support their return to education. There were no significant differences across borough [χ2 (9, N = 69) = 2.782 p = .972]. Standard 9 was considered as met if there was evidence that i) benefit counseling was provided or that ii) it was not applicable. Standard 9 was therefore met for 51/70 (72.8%) of clients, therefore it was considered as "not met" at the service level.
DISCUSSIOn
We sought to evaluate the provision of vocational interventions offered by OASIS, one of the oldest and largest EDP services in Europe and worldwide. We defined a set of nine standards based on the NICE guidelines and IPS principles and assessed whether current clinical practice in OASIS met these standards. Results showed that 80% of clients (56/70) met at least five out of nine standards ( Table 3) .
The results suggest that overall NICE standards of practice and the IPS principles were only partially met. In particular, standards 6 and 7 were met: results confirmed that the focus of the support provided is on helping clients to re-engage or remain in competitive employment or mainstream education and that this support is based on clients' interests rather than providers' judgment (32) . This is particularly important as these standards were both based on IPS principles rather than on the NICE guidelines, suggesting that the OASIS team might already score highly on some of the IPS fidelity scale items (32) .
Standards 1, 2, 3, 4, 5, 8, 9 were only partially met. OASIS appears to be doing particularly well with regards to assessing clients' current vocational engagement (standard 1.a), vocational goals (standard 1.b), and support needs (standard 1.c). On the contrary, vocational history (standard 1.d) was formally assessed in only 50% of cases. This could be at least in part explained by the fact that 23.3% of clients were in mainstream education and 28% were working part or full-time, therefore assessing vocational history might not have appeared relevant at the time.
The assessment of standard 2, "vocational activities feature in care plan", revealed that, among the retrievable care plans, vocational activities were recorded for the majority of clients (75%). Unfortunately, an electronic care plan was not retriable for 42% of cases, therefore it was difficult to assess adherence to this standard. It is possible that the care plans could have been saved in a paper format rather than electronically. In some cases, the care plan was identifiable within the clinical notes, it was however not included as part of this analysis as a formal care plan developed in collaboration with the client was not found.
Assessment of standard 3, revealed that clients had access to vocational support in 80% of cases. This is relatively high considering that OASIS does not yet have a dedicated vocational specialist. It is also encouraging that for the majority of clients (85%), when vocational support was offered, it was offered early on, within 6 months. On the other hand, the relatively high percentage of people who had access to vocational support could also be the result of the use of a broad definition which might not apply to specific vocational support program.
Standard 5 assessed whether OASIS was liaising with local or external stakeholders when providing vocational support. While there was variety in the type of stakeholders involved, for 41.4% of clients these were not involved at all. The external stakeholders included borough-specific external agencies (e.g. https://www. princes-trust.org.uk) or teams (such as recovery colleges, or vocational services) aimed at supporting young people or people with mental health issues in gaining employment. This is a valuable resource which however might not be equally present across all catchment areas within or outside the UK. However, it is important to remember that south London is one of the most deprived regions in the UK (38). Therefore, mental health services in south London are likely to experience increased difficulties in identifying suitable employment opportunities and people living in this area might experience greater difficulties in finding or keeping a job.
Standard 8, "support is time unlimited", was also based on one of the IPS principles. When a client is taken on by the OASIS service, support and management is provided for up to 2 years, after which the person is discharged to a general practitioner or referred to another service, if appropriate. For 15% of the clients, support was still ongoing at the time of the audit. For 62% of clients, vocational support was terminated due to discharge suggesting that support was provided for as long as possible within the current structure of the team. For another 22.6% support ended with the termination of psychology sessions. Currently, OASIS offers up to 24 psychology sessions, which can be increased if needed. This is more than what is currently suggested as part of the manualized CBT treatment for those at risk of a first episode of psychosis (39) and indicates that although support ended with the psychology sessions, this has been provided over the course of several weeks. While the role of psychology is primarily to address psychological distress, within the current structure, psychology sessions also provided extensive vocational support. Vocational support provided might have not been delivered in a standardized way and might have been limited to discussion within the psychology sessions. A dedicated IPS worker would ensure the presence of dedicated time to work on vocational issues and engage in a more flexible way with external stakeholders (e.g. schools, employers).
Standard 9, "benefit counseling is provided" is one of the IPS principles (32) . 43 .5% of clients were employed, in education, supported by their parents or not legally allowed to access benefits in the UK, therefore this standard did not apply. Of the remaining, only 50% received advice on accessing benefits.
NICE guidelines recommend providing support with education and employment needs and goals; however, there is no specific recommendation as to which framework or theoretical model to use and how to integrate this within the current structure of the early detection and intervention teams (34, 35) . In this context, IPS provides a clear framework in which different health care professionals can work conjunctly to help young individuals to complete their educational course successfully, to move toward employment and improve their mental wellbeing (23, 24, 27, 40, 41) .
In the short-term, improving educational and employment support within the existing structure of the teams might require some adjustments. For example, the implementation of more standardized vocational assessments and recording of goals and needs. The fact that this was not done for all included clients might reflect the fact that in mental health services the main focus is on clinical symptoms, therefore, the support offered often takes the form of psychological intervention around clinical symptoms rather than vocational support. Nevertheless, this is an area that should be assessed routinely. In order to address this, we propose two changes. Firstly, the care coordinator could dedicate a specific session early in the care pathway to complete a more comprehensive and structured vocational assessment including vocational history. Secondly, automated prompts on the electronic care plan could be implemented to remind the care coordinator to include vocational goals and the support offered to work toward them.
In the long-term, EDP services like OASIS are likely to benefit from having an IPS worker whose task is solely to provide support with education and employment needs. This is particularly important given the current high rates of unemployment in this (i.e. 37% at the last available follow-up) and similar samples (4, 6, 8) . The expectation is that having a dedicated IPS trained worker based in the team will improve performance on all standards and generally address the low social and occupational functioning (12). As the clients in EDP teams are relatively young (i.e. 14-35), they are likely to benefit from IPS with focus on both employment (26) (27) (28) and education (27, 29) .
The results also showed that there are no significant differences in the nine standards across boroughs despite the fact that two of the four OASIS teams (i.e. Croydon and Lewisham) were set up only recently (i.e. [2014] [2015] . While this is reassuring samples were relatively small, therefore further analyses with larger samples are needed to confirm that there are no significant differences in the delivery of education and employment support across boroughs.
This study has a number of strengths. Firstly, OASIS is a wellestablished EDP service operating since 2001. The setting is therefore ideal to evaluate if NICE standards are met. Secondly, the case-load of the service made it possible to look at the different aspects of vocational interventions in a modest sample. This study has also a number of limitations. Firstly, results are limited to wellestablished and specialized team within SLaM NHS Foundation Trust. While this is one of the most deprived areas in the UK (38), we do not know to what extent these results can be generalizable to other areas in or outside the UK where employment, education, and training opportunities might differ. Thirdly, data was collected retrospectively, through the screening of electronic clinical records. This can be a limiting factor for at least two reasons. Data which is marked as missing, might have been present but not recorded electronically thus providing only a partial picture. Furthermore, data was initially recorded as part of routine clinical work, therefore, there was no formal quality check on how data was collected and entered. Despite this, we are confident the quality of the data is of satisfactory standard as periodic checks are carried out to ensure outcome measures are recorded consistently. Fourthly, data available did not allow to determine whether, to what degree and which element of vocational support influences health and vocational outcome. To address these limitations future studies should test feasibility, challenges, and benefits of implementing vocational interventions, such as IPS, in EDP teams in the UK. As prior studies indicated that difficulties during education or during employment contribute to increase distress (15, 42) , future studies should also investigate the effect of implementing interventions that are specifically focused on improving coping strategies in this context (42, 43) .
Much has been done to date to provide treatment as early as possible to young people who present with symptoms that suggest they might be at high risk of developing psychosis in the near future. However, this work suggests that there are areas that have not been addressed sufficiently and one of these is vocational recovery. Therefore, the focus of the intervention provided by EDP teams should go beyond management of symptoms and be broadened to include interventions that selectively target vocational recovery. In this context, IPS offers an implementable framework which is expected to enhance the work of EDP teams and help young people with their vocational goals.
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